
Introduction
Post-operative discitis is an uncommon but 
devastating complication after invasive 
spinal procedure [1, 2]. The incidence of 
post procedural discitis ranges from 0.26 to 
4% [2]. Most common organisms 
responsible are Staph. aureus and  
streptococcus species. Three cases of 
postoperative discitis due to mycobacterium 
tuberculosis are reported in English 
literature [3, 4, 5]. XDR TB by WHO global 
task force on XDR TB, is defined as TB 
which is resistant to isoniazid and rifampin, 
plus resistant to any fluoroquinolone and at 
least one of three injectable second-line 
drugs (i.e., amikacin, kanamycin, or 
capreomycin). XDR-TB & TDR-TB (totally 
drug resistant tuberculosis) continues to 
pose challenge to control program and 
treating physician [6, 7, 8, 11]). We report 
1st case of XDR TB discitis and discuss 
possible therapeutic options.

Case report:
A 61 year old male, known case of diabetes 
and hypertension was operated with 
laminectomy and discectomy for L3-4 disc 
prolapse in December 2010 (Fig 1a, b). Pre 

operatively patient had left ankle 
dorsiflexion MRC grade 3 and depressed 
left knee reflex. Neurological status 
remained same after surgery. Three weeks 
after surgery, patient developed 
seropurulent discharge through the 
operated wound. Erythema and induration 
was present on upper end of wound. 
Hematological investigation showed TLC- 
17,000/ cmm, ESR- 48 mm at end of one 
hour and CRP 4 mg/dl. Pus culture of 
discharge grew Pseudomonas aeruginosa. 
Antibiotics were given according to 
sensitivity for a period of 4 months, but 
discharge through the wound continued. 
Plain radiographs 4 months after surgery 
showed destruction of L3-4 vertebral end 
plates with lumbar kyphosis (Fig. 2a). MRI 
demonstrated altered marrow signal in L3, 
4, 5 vertebral bodies with epidural soft 
tissue causing compression of dural sac, 
suggesting L3-4 infective spondylodiscitis 
(Fig 2b). Surgical debridement was done. 
Intra operative sample from disc space 
revealed acid fast bacilli on staining. On 
retrospective evaluation, patient had no past 
or family history of tuberculosis (TB) or TB 
contact. X-ray chest was normal. Patient was 

started on Isoniazid (H) 300mg, Rifampicin 
(R) 450mg, Etham ol (E) 600mg & 
Pyrazinam /) 750mg daily. BACTEC 
report at 4 weeks showed mycobacterium 
tuberculosis resistant to all the 1st and most 
of 2nd line anti tuberculosis drugs (ATT) 
including ciprofloxacin and kanamycin but 
sensitive to Amikacin and Clarithromycin. 
Four drug ATT was discontinued. Patient 
was started on PZA, Levofloxacin, 
cycloserine, and Amikacin as per advice of 
TB physician. After 2 weeks, discharging 
sinuses with pale granulation at the opening 
developed. Another surgical debridement 
with interbody fusion (cage and bone 
grafting) and posterior stabilization was 
done (Fig 2c). However, patient's condioion 
did not improve. ESR (68mm/hour) and 
CRP (5.8 mg/dl) remained elevated. 
Because of the rising serum creatinine level 
(2.5 mg %), Amikacin was discontinued. 
The follow up radiograph at 1 month post 
surgery showed vertebral destruction with 
implant loosening and progression of the 
kyphotic deformity (Fig. 3). Eighty eighth 
day postoperatively, patient status 
deteriorated suddenly and he developed 
sudden altered sensorium and neck stiffness.  

He was intubated 
and kept on 
vertilatory support, 
however his 
condioion kept on 
deteriorating and he 
died on ninety first 
postoperative day. 
The suspected cause 
of death was 
meningitis. No 
At opsy was 
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performed.

Discussion: 
The incidence of post-operative discitis is 
0.7 to 0.8 % after antibiotic prophylaxis 
[1,2]. Discitis results due to haematogenous 
spread in pediatric age group and by direct 
inoculation in adults [2]. In TB it possibly 
spreads from adjacent involved urinary tract 
[3]. The common organisms are staph. 
aureus, strep. species, and anaerobic 
organisms. Other rare organism includes, 
Mycobacterium tuberculosis (MTB), 
Candida albicans, Mycobacterium cheloni, 
Propionibacterium acne [2,3]. The risk 
factors associated are diabetes, malnutrition, 
smoking, obesity, alcohol abuse and 
instrumentation. Early post-operative 
infection usually presents as wound 
dehiscence and discharge within 3months 
of surgery, while late post-operative 

infection may present within 7 years of 
surgery with milder symptoms. MRI with 
contrast enhancement is modality of choice 
with specificity (93%) and sensitivity 
(96%) for detection of vertebral infection. 
[2, 3] 
In recent years because of use of broad 
spectrum antibiotics and increased number 
of people with immunocompromised status 
there is rise in infections secondary to 
unusual organisms like MTB [12].On 
literature search, we found 3 reported cases 
of post-operative discitis due to M.TB 
[3,4,5]. Jeon DW et al [4] reported a case of 
post L4-5 discectomy, MTB 
spondylodiscitis with bizarre course. MRI 
showed feature of spondylodiscitis. The 
biopsy sample was positive for TB PCR 
specific for MTB. Patient was managed with 
curettage and interbody fusion using 
autologous iliac bone grafting and 

antituberculous therapy (ATT). Patient 
showed successful fusion and clinical 
improvement. Iraj lotfinia et al [3] reported 
similar case of post L4-5 discectomy due to 
MTB. Patient was managed conservatively 
with HRZE for 2 months and HR for 10 
months, with good outcome. Kaplan ES 
[5]reported a case of post L4-5 discectomy 
tuberculous abscess, successfully treated 
with 3 drugs ATT.
The management for post-operative discitis 
is conservative approach with organism 
specific antibiotics and bracing. Those 
patients who fail to respond to above 
treatment, with continued pain, infection, 
spinal deformity require an operative 
intervention consisting of anterior 
debridement and interbody fusion with 
autologous bonegraft and posterior 
stabilization. 
The available treatment options for XDR-
TB includes use of later generation 
fluoroquinolone (levofloxacin, 
moxifloxacin, sparfloxacin) plus addition of 
likely active drugs (MTB strain susceptible 
to drugs tested and drugs to which patients 
had not been previously exposed) plus 
linezolid [10]. Surgery will help in taking 
specimen for diagnosis, reducing bacterial 
load by debridement, with advantage of 
fusion. In our case, because of the resistant 
nature of organism and limited therapeutic 
options the disease progressed and 
treatment failed. Meta analytic study using 
later generation cephalosporins, likely active 
drugs, linezolid and surgery in pulmonary 
XDR-TB showed a favourable outcome of 

Figure 1(a): MRI T2W saggital- 
Showing L3-4 posterior disc 
protrusion with indentation of the 
thecal sac.

Figure 2(a): Plain radiograph LS 
spine lateral and anterio-posterior 
view-showing paradiscal destruction 
of L3-4 vertebrae with kyphotic 
deformity.

Figure 3: Showing loss of fixation 
with increase deformity.

Figure 2(b): MRI post contrast 
saggital- showing features of L3-4 
spondylo-discitis in previously 
operated case.

Figure 2(c): L3-4 spondylodiscitis 
operated with posterior lumber 
interbody fusion & posterior 
instrumentation.

Figure 1(b): MRI T2W axial- showing L3-4 broad base 
posterior-central disc protrusion with bilateral neural foramina 
compromise.
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43.7% with death of 20.8% patients [10]. The newer drugs in 
XDR-TB are less effective, more toxic, and costlier [9, 11]. 

Therefore further research in development of better anti-
tuberculosis drugs (ATT) is required.
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